Survivors of moderate-severe Traumatic Brain Injury (TBI) are at risk for long-term cognitive, emotional, and behavioural problems. This prospective cohort study investigated self-reported executive, emotional, and behavioural problems in the late chronic phase of moderate and severe TBI, if demographic characteristics (i.e., age, years of education), injury characteristics (Glasgow Coma Scale score, MRI findings such as traumatic axonal injury (TAI), or duration of posttraumatic amnesia), symptoms of depression, or neuropsychological variables in the first year after injury predicted long-term self-reported function. Self-reported executive, emotional, and behavioural functioning were assessed among individuals with moderate and severe TBI ( = 67, age range 15-65 years at time of injury) 2-5 years after TBI, compared to a healthy matched control group ( = 72). Results revealed significantly more attentional, emotional regulation, and psychological difficulties in the TBI group than controls. Demographic and early clinical variables were associated with poorer cognitive and emotional outcome. Fewer years of education and depressive symptoms predicted greater executive dysfunction. Younger age at injury predicted more aggressive and rule-breaking behaviour. TAI and depressive symptoms predicted Internalizing problems and greater executive dysfunction. In conclusion, age, education, TAI, and depression appear to elevate risk for poor long-term outcome, emphasising the need for long-term follow-up of patients presenting with risk factors.
Introduction
Adolescents and adults surviving moderate and severe Traumatic Brain Injury (TBI) often experience long-lasting cognitive, emotional, and behavioural problems [1] [2] [3] [4] . In particular executive dysfunction has been demonstrated to have a profound impact on the ability to resume education, employment, and independent living [5] [6] [7] . Further, TBI is associated with an increased risk of developing symptoms of psychiatric disorders such as depression [8] , anxiety [9] , substance abuse [10] , personality problems [3, 11] , and behavioural changes such as aggression [12, 13] . All of those symptoms affect reintegration into the community [14] , and therefore it is of great importance to identify those at risk for poorer long-term outcomes.
Executive function is a complex, overarching concept that refers to all functions related to goal-directed regulation of thoughts, actions, and emotions, including problemsolving, monitoring ongoing operations, switching between operations, emotion regulation, initiation of behaviour, and inhibition of nonadaptive behaviour [15, 16] . While some components of executive functions such as monitoring and switching cognitive operations may be assessed by standardized neuropsychological tests, other aspects such as regulating emotions and actions which are often more detrimental to adaptive functioning are often not captured by such tests [16, 17] and are better measured by questionnaires [18] . Further, the relationship between self-reported and performancebased executive function after TBI is far from established [19, 20] .
Several self-report inventories have been developed aiming to assess not only the goal-directed regulation of thoughts, but also regulation of actions and emotions. Studies have demonstrated significant changes in self-reported executive function after TBI related to the individuals overall ability to regulate thoughts, emotions, and behaviour [21, 22] . However, there is a further need for studies utilizing more finetuned assessment tools providing more detailed profiles of typical executive problems after TBI. Although descriptions of typical profiles of self-reported executive problems have been examined as long as 10 years after childhood TBI [23, 24] , there are no previous studies that have investigated such long-term consequences of TBI sustained in adolescence and adulthood.
Previous research has shown that a broad assessment is necessary to capture the variety of emotional and behavioural problems that persons may experience after TBI, including both Internalizing emotional problems such as depression or anxiety as well as Externalizing problems such as aggressive behaviour [1, 9, 13, 25] . In fact, compared with the general population, a substantially larger proportion of individuals with TBI qualify for an Axis I diagnosis according to DSM-IV, with depression, anxiety, and substance abuse most commonly observed [9, 18] . However, people with TBI may also experience a greater degree of subclinical symptoms compared to healthy individuals, which are better captured by questionnaires [18, 26] . Furthermore, while studies have described self-reported symptoms of depression [27] , anxiety [28] , and aggression [12] after TBI previously, there is a paucity of studies investigating Internalizing and externalizing simultaneously following TBI sustained in adolescence and adulthood.
Assessing cognitive, emotional, and behavioural changes after TBI using self-report gives access to unobservable, internal experiences to which only the person with TBI is privileged. A number of adult TBI studies have shown reasonable correspondence between self-report and family report [4, 29, 30] . However, it has been suggested that persons with severe injuries may underreport their problems which is hypothesised to be caused by reduced self-awareness or insight [31] . Nevertheless, the appropriateness of using proxy reports from family has been debated in the broad psychology literature, in particular for children and adolescents [32, 33] , suggesting the possibility that family report reflects their own distress rather than that of the person with TBI [34, 35] . Further, it has been shown that the persons' own perception of their problems may influence how well they manage to reintegrate into the community [6, 36, 37] . Taken together, these findings warrant a focus on descriptions of typical selfreported problems as it could inform clinicians as to which symptoms should be targeted during rehabilitation and to inform general clinical decision making.
When considering possible predictors of self-reported executive problems after TBI sustained in late adolescence and adulthood, association has been found with length of education [38] , lesion localization [29] , Glasgow Coma Scale (GCS) score [39, 40] , and concurrent emotional status (i.e., depression) [39] . However, to our knowledge reports of an association between long-term self-reported executive problems after a TBI sustained in adolescence and adulthood and duration of PTA and traumatic diffuse axonal injury (TAI) are lacking. Executive functions rely upon network interactions between several cortical, subcortical, and cerebellar brain regions [16, 41, 42] , leaving them vulnerable to traumatic axonal injury (TAI) as a consequence of TBI [43] [44] [45] . Detecting TAI in vivo has been challenging, and it has further been demonstrated that valuable information about the magnitude of TAI may be lost if MRI is not performed in an early phase after injury [46] . While no relationship has been found between white matter integrity and concurrent self-reported executive function in the chronic phase after moderate and severe TBI utilizing diffusion tensor imaging (DTI) [47] , better self-reported executive function in the chronic phase after moderate-to-severe TBI has been associated with compensatory brain activations as measured with functional magnetic resonance imaging (fMRI) [48] . However, no previous studies have investigated associations between self-reported executive function in the chronic phase and TAI as detected by clinical MRI in the early phase.
Associations with self-reported emotional and behavioural change after TBI are equally complex. Development of depression and anxiety after TBI has been observed to be associated with low socioeconomic resources (i.e., fewer years of education) [9, 25] , while aggression and antisocial personality problems have been found to be associated with age [9, 26] . Evidence of associations between injury severity and Behavioural Neurology 3 later neuropsychiatric problems has been conflicting [9, 18, 49, 50] , with some studies reporting no association at all [51] . Furthermore, the occurrence of mood disorders has been related to dysfunction in neural circuits involving cortical and subcortical structures [52] , but only a few of those studies have included magnetic resonance imaging (MRI) findings [53, 54] and reviews in the field are inconclusive [9, 18] .
This study adresses the gaps in the previous litterature by investigating long-term cognitive, emotional, and behavioural self-reported outcomes after moderate and severe TBI sustained in adolecense and adulthood by utilizing finetuned tools assessing a broad range of possible symtoms; providing methodologicaly sound methods such as prospective recruitment, comparisons to a large, matched control group; and providing high quality imaging methods for assessing the impact of TAI. The aims of this study were to (1) investigate long-term self-reported executive, emotional, and behavioural function after moderate-to-severe TBI sustained in late adolescence and adulthood and (2) to explore the association between demographic, injury-related, psychological, global outcome, and neuropsychological factors, as obtained in the postacute phase and later self-reported problems. We hypothesised that persons with TBI would report more overall problems with executive function as well as more symptoms of emotional and behavioural problems than healthy individuals 2-5 years after the injury. Based on previous literature using fine-tuned tools such as the Behaviour Rating Inventory of Executive Function-Adult version (BRIEF-A) [30, 38] , we expected that problems with problem-solving [30] and working memory [38] would be among the most frequently reported executive cognitive problems. Moreover, we hypothesised that symptoms of depression, anxiety, and aggression would be frequently reported 2-5 years after injury. As the literature shows conflicting evidence of the impact of injury-related measures [39, 40, 47, 51, 53, 54] , we specifically investigated the predictive value of injury severity measures such as GCS score, length of PTA, and TAI as detected by MRI in the early phase after TBI. While concurrent emotional status has been demonstrated to affect self-report [29, 55] , we wished to extend previous findings by examining whether emotional status during the first year after injury could affect self-report as long as 2-5 years after injury. Based on previous findings [39, 40, 53] , we hypothesised that measures of injury severity would be negatively associated with long-term self-reported executive, emotional, and behavioural function. Finally, we explored whether age at injury, length of education, performance-based cognitive function, global function as well as emotional status could explain some of the variance in outcome variables. Of the 231 patients in the database, 51 died, and 40 were outside the age range. Forty-five were excluded because of premorbid or ongoing illness endorsed in the unstructured clinical interview during the hospital stay after the injury ( = 28), being not fluent in the Norwegian language ( = 4), and GOSE scores < 5 ( = 13). This left 95 patients eligible for this study, of which 74 (78%) consented to a single follow-up assessment between 2 and 5 years after injury. Seven were excluded from analysis owing to invalid questionnaire completion. This left 67 TBI survivors for the full analysis. There were no differences in the distribution of age, gender, education, or injury severity between participants and nonparticipants. Description of patient selection and nonparticipants as well as timeline is described in the flowchart in Figure 1 .
Methods

Study Design and
Forty-nine patients (injured October 2004-October 2007) consented to participate in a study on longitudinal cognitive outcome with neuropsychological assessment and screening for depressive symptoms 3 and 12 months after injury, as well as participating in the follow-up study 2-5 years after injury. Eighteen participants (injured October 2004-October 2008) consented to participate in the 2-5 years after injury follow-up study, but not to participate in the assessments at 3 and 12 months after injury. There were no differences in the distribution of age, gender, education, or injury severity between the persons participating in the neuropsychological assessment + follow-up compared to those participating only in the follow-up, except that a larger proportion of participants in the first group had PTA durations of >1 week (Pearson's Chi-square, = 0.042). There were no differences between the participants as a whole group compared to the nonparticipants.
Sex-, age-, and education-matched healthy control participants were recruited from the family and friends of the patients with TBI, hospital employees, and through advertisement. Six of 78 recruited controls were excluded because of previously diagnosed psychiatric or neurological conditions (discovered on the day of testing, = 3) or invalid completion of the forms ( = 3). As a result, 72 control participants were included. Figure 2 describes the timeline for the various measures.
Material and Procedures.
Long-Term Outcome Measures (2-5 Years after Injury).
Participants completed questionnaires that assessed selfreported executive, emotional, and behavioural problems at follow-up (mean 2.9 ± 0.9 years after injury, range: 2-5 years after injury). A few participants were unable to complete all questionnaires. While 17 (25%) of the participants were between 15 and 18 years of age at the time of injury (iii) GOSE score <5: n = 13
(ii) Not fluent in Norwegian: n = 4 condition: n = 28
Excluded: (n = 45)
(ii) Invalid completion of questionnaires: n = 7
reached: n = 21
Attrition: (n = 28)
Data available for analysis: n = 67
Eligible participants (n = 95) (all male, moderate TBI, GOSE score = 8 at (adolescents), all but one participant were ≥18 years of age when completing the questionnaires at follow-up 2-5 years after injury and one was 17 years old. We used a self-report form and an interview to estimate the number of years of education completed at the time of follow-up.
Self-Reported Executive Function.
Self-reported executive function was assessed with the BRIEF-A questionnaire, which consists of 75 items that measure behavioural, emotional, and cognitive aspects of executive function. It features sound psychometric properties [57, 58] , good reliability, and large-scale norms [17, 58] . Each item is rated on a three-point frequency scale (0 = never; 1 = sometimes; 2 = often). Five items are designed to detect invalid response styles (inconsistencies or negativity a score on the negativity scale of >4 and a score on the inconsistency scale as >7 as an invalid report. Any reports that were classified as invalid according to these criteria were excluded from further analysis.
Self-Reported Emotional and Behavioural Problems.
Self-reported emotional and behavioural problems were assessed with the ASEBA: Adult Self-Report (ASR) Form [59] . The ASR consists of one section that measures adaptive functioning (38 items) and one section that measures emotional and behavioural problems (126 items) on a threepoint scale (0 = statement not true; 1 = statement sometimes true; 2 = statement very true). Eight syndrome scales are generated: anxious/depressed, withdrawn, somatic complaints, thought problems, attention problems, aggressive behaviour, rule-breaking behaviour, and intrusive behaviour. The form yields three composite scores: Total problems, Internalizing problems (sum of the scales anxious/depressed, withdrawn, and somatic complaints), and Externalizing problems (sum of the scales aggressive, rule-breaking, and intrusive behaviour). The form also yields six DSM-IV-oriented scales: depressive, anxiety, somatic, avoidant personality, attention deficit hyperactivity disorder (ADHD), and antisocial personality problems. Items considered critical to diagnostic categories in the DSM-IV constitute the critical items scale. The ASEBA reference manual [59] recommends using raw scores when presenting descriptive data and borderline range usingscores as the threshold in research (clinical cut-off) with higher scores indicative of poorer function. The clinical range is classified as -score ≥ 70 and the borderline range is classified as -score ≥ 65 for the syndrome scales; the respective ranges are classified as -score ≥ 63 and ≥60 for the composite scales [59] . The subscales inattention and hyperactivity/impulsive are set at ≥97th percentile and ≥93rd percentile, respectively.
Measures of Predictors of Long-Term Outcome (at Injury and 12 Months after Injury)
Injury-Related Variables: GCS Score, PTA, and Presence of TAI on Early MRI.
GCS score was recorded at or after admittance if the patient deteriorated or before intubation in cases of prehospital intubation. GCS scores of 9-13 were classified as moderate TBI and scores ≤8 were considered severe TBI [56, 60] . Duration of PTA was categorized as ≤1 week or >1 week. The presence of TAI was assessed from the earliest MRI (1.5 Tesla) examination performed at median 10 days after injury (range = 1-120 days). The scan protocol included T1-and T2-weighted sequences, a T2 * -weighted gradient echo sequence, fluid-attenuated inversion recovery (FLAIR) sequences, and diffusion-weighted imaging. MRI parameters and the evaluation procedure have been reported in previous studies [61, 62] .
Global Function 12 Months after Injury.
Global TBI related outcome was assessed with the Glasgow Outcome Scale Extended (GOSE) [63] structured interview at 12 months after injury for all participants recruited from the initial data base ( = 66).
Subgroup Analyses: Neuropsychological and Emotional
Assessment. The subgroup was assessed at 3 months after injury, with performance-based neuropsychological tests grouped into cognitive domains covering processing speed [64, 65] , attention [66] , memory [67] [68] [69] , and executive function [65, 70] . Table 1 displays the cognitive domains and neuropsychological tests used. Raw scores were converted to -scores applying normative data provided by the test manufacturers, except for the Symbol Digit Modality test in which a normative sample quoted by Lezak et al. [71] was used. Standardized scores on the individual neuropsychological tests were grouped into composite scores for each cognitive domain. -scores were used in the analysis. These tests have demonstrated adequate validity and reliability [71] . The Vocabulary and Matrix Reasoning subtests of the Wechsler Abbreviated Scale of Intelligence (WASI) were used to estimate IQ [72] . Depressive symptoms were assessed with the Beck Depression Inventory (BDI) at both 3 months ( = 47) and 12 months ( = 44) after injury [73] .
Ethics. The Regional Committee for Medical Research
Ethics approved the study protocol. Written consent was obtained from patients aged ≥16 years at injury and from both participants and their parents if patients were aged <16 years at injury.
Statistical Methods.
Demographic characteristics, injury severity characteristics, and the different cognitive domains are presented as mean (±standard deviation, SD) for normally distributed data, and otherwise as median with interquartile range (IQR; 25th to 75th percentile). For missing data, we used available case analysis, utilizing all cases for which the variables were present. We reported 95% confidence intervals (CIs) where relevant, and two-sided values <0.05 were considered statistically significant. values between 0.01 and 0.05 should be interpreted with caution owing to multiple hypotheses. Statistical analyses were performed with SPSS 18.0.
To describe differences in function between persons with TBI and controls, independent samples -tests based on 2000 bootstrap samples were used. The Kruskal-Wallis test and Mann-Whitney test were used for nonnormally distributed data. Effect sizes were calculated as Cohen's based on pooled variance ( pooled ) [74] . Cohen defined of 0.8 as large, 0.5 as medium, and 0.2 as small effect sizes [75] . Differences in proportions were compared using the Chi-squared test, the unconditional -pooled test [76] , and the Newcombe confidence interval [77, 78] .
To test associations between outcome measures and predictors, linear regression analyses were performed with composite scores from BRIEF-A and ASR as dependent variables; preinjury variables, injury-related variables, and GOSE scores were employed as covariates. In the subgroup analyses, neuropsychological test scores at 3 months after injury and BDI were employed as covariates. These covariates were included separately and then adjusted for age at injury and length of education at follow-up. An additional linear regression analysis was performed with main indexes and composite scores from BRIEF-A and ASR as dependent variables and the presence of TAI employed as a covariate with adjustment for BDI. Pearson's correlation coefficient ( ) was used to analyse associations between the main indexes on BRIEF-A and the symptom scales on ASR.
Results
Participant characteristics are presented in Table 2 for the full sample and in Table 7 for the subsample. Individuals with TBI and healthy controls did not differ regarding distribution of sex, age at testing, or years of education. Participants with TBI assessed at 3 months after injury exhibited significantly lower estimated IQ and reduced processing speed, memory, and executive function compared with controls. At 2-5 years after injury a higher proportion of individuals with TBI neither worked nor attended school (18%) compared with controls (6%, difference in proportions: 12%; = 0.03).
Self-Reported Executive Function 2-5 Years after Injury.
Individuals with TBI reported more problems on all three composite indexes of BRIEF-A (GEC, BRI, and MI) than healthy controls (Table 3) . Effect sizes were in the moderate range (0.38-0.66). More respondents with TBI (18%) reported symptoms in the clinical range on the GEC (difference in proportions; 17%, < 0.001), BRI (8%; difference in proportions, 7%; = 0.02), and MI (20%; difference in proportions, 18%; < 0.001). On the BRI subscales, participants with TBI also reported more difficulties with inhibition, set-shifting, emotional regulation, and self-monitoring, with effect sizes in the medium range. On the MI subscales, individuals with TBI reported more problems with working memory than healthy controls, with 37% reporting working memory problems in the clinical range (difference in proportions, 32%; < 0.001).
Emotional and Behavioural Outcome 2-5 Years after TBI.
On the ASR adaptive scales, respondents with TBI reported significantly fewer personal strengths than healthy controls. They did not differ from controls with regard to problems in their family relationships or friendships. On the composite scales Total problems, Internalizing problems, and Externalizing problems, persons with TBI reported significantly more problems compared with controls (Table 4) . Effect sizes were in the medium range (0.40-0.68). A greater proportion of individuals with TBI (20%) reported problems in the clinical range on the scales Total problems (difference in proportions, 18%; = 0.002), Internalizing problems (24%; difference in proportions, 16%; = 0.05), and Externalizing problems (14%; difference in proportions, 12%; = 0.016). On the syndrome scales, individuals with TBI also reported more problems with anxiousness/depression, somatic complaints, thought problems, attention problems, and aggressive behaviour than healthy controls. Among the DSM-IV-oriented scales, respondents with TBI reported higher scores for depression, anxiety, somatic problems, and attention problems. They also reported higher scores than controls on critical items ( : 0.84).
Factors Associated with Executive, Emotional, and
Behavioural Problems at Follow-Up. Fewer years of education predicted endorsement of greater problems on the GEC and BRI, but not on the MI (Table 5) . TAI on MRI during the early phase predicted more problems on GEC and BRI, while GCS score and duration of PTA did not. However, the association between TAI and the GEC and BRI did not reach statistical significance when adjusted for age and education. Neuropsychological test performance at 3 months after injury was not associated with any of the BRIEF-A scales ( ranging from −0.187 to 0.137, > 0.05 for all; see Table 8 for full overview). Depressive symptoms at 3 months after injury predicted metacognitive problems (MI) at follow-up, while depressive symptoms 1 year after injury predicted later executive problems on all the main indexes. Lower GOSE score at 12 months after injury predicted more problems on all main indexes at follow-up.
Younger age at injury predicted more emotional and behavioural problems at follow-up, particularly regarding Externalizing problems (Table 6 ). Presence of TAI on early MRI predicted higher scores on ASR Total problems and Internalizing problems. Only the association with Internalizing problems persisted after adjusting for age at injury and length of education. However, the presence of TAI still predicted higher scores on ASR Total problems and Internalizing problems, when adjusting for depressive symptoms 3 months after injury. More depressive symptoms at both 3 and 12 months after injury predicted later high scores on ASR Total problems, and depressive symptoms 12 months after injury predicted both Internalizing and Externalizing problems at follow-up.
Lower GOSE score at 12 months after injury predicted later high scores on both ASR Total problems and Internalizing problems when adjusted for age and education. Neuropsychological test performance at 3 months after injury was not associated with any of the ASR scales ( ranging from −0.086 to 0.588, > 0.05 for all; see Table 8 for full overview).
Concurrent status of employment was not associated with any main BRIEF-A index or ASR composite score ( : −5.151 to 2.954, > 0.05 for all). Patients that reported more problems on the ASR symptom scales also reported more problems on the GEC, with correlation coefficients ranging from 0.327 (thought problems) to 0.823 (attention problems; < 0.001 for all). This pattern held true also for the indexes BRI ( : from 0.242 to 0.716, < 0.01 for all) and MI ( : 0.283 to 0.816, < 0.001 for all). An exception was ASR intrusive behaviour, which was associated only with BRI ( : 0.27, = 0.027), and not with GEC ( : 0.20, = 0.112) or MI ( : 0.12, = 0.319; see Table 9 for full overview).
Discussion
In this large, prospective longitudinal study, our main aim was to delineate the magnitude and profile of chronic problems with executive, emotional, and behavioural function experienced by individuals with moderate-to-severe TBI 2-5 years after injury. As we hypothesised, greater overall selfreported executive problems were found among persons with TBI compared with healthy controls. This was evident both in terms of group differences and the frequency of individuals reporting problems in the clinical range. Further, persons with TBI significantly more often reported feeling sad or depressed compared with healthy controls. However, group differences in emotional and behavioural problems did not always indicate symptoms above the clinical cutoff, supporting emerging findings within the paediatric TBI population [79] . This observation suggests that subclinical executive problems are commonly experienced within the group as a whole, which may add to the total symptom burden for individuals with TBI. 
<0.001
GOSE score 1 year after injury Our study demonstrated that self-reported problems with working memory, attentional control, and monitoring ongoing operations were frequently reported among persons sustaining TBI in adolescence and adulthood, which adds to the findings in studies utilizing similar tools in populations with other neurological deficits [29, 80, 81] . We also observed that participants with TBI experienced significantly more problems with inhibition, mental flexibility, and emotional regulation, which adds to existing literature on adult/adolescent TBI populations applying the same assessment tools and has not been reported in previous studies. Contrary to our expectations, problem-solving, initiation, and task monitoring were not perceived as problematic among individuals with TBI in our study, which is in contrast to a study comprising moderate and severe TBI survivors, where these functions were perceived as most problematic [30] . However, the few studies that have employed the BRIEF-A as an outcome measure after TBI sustained in late adolescence and adulthood have had relatively small sample sizes [29, 30, 82] , been retrospective in design [29, 83] , and lacked comparisons with large demographically matched healthy control groups. We may speculate that by addressing these methodological issues our study revealed significant differences in self-reported problems within several areas of executive function after TBI previously not highlighted as problematic for this population.
While the presence of aggressive behaviour across the entire TBI group is in line with the literature reviewing longterm psychiatric outcome after TBI [13, 25] , in our study, they did not report more rule-breaking behaviour (lack of empathy, substance abuse, and law-breaking behaviour) or intrusive behaviour. The aggression scale on ASR consists of several items related to behavioural control, and we speculate that executive problems (e.g., impaired inhibition and reduced task monitoring/switching) [15] may mediate the behavioural and emotional problems experienced by individuals after TBI [25] . Further, excessive mood swings were commonly reported, which may indicate an increased risk of psychiatric diagnoses [59] . Controlling emotional and behavioural expression is also important for social and occupational functioning [84] . However, our respondents with TBI did not report more social withdrawal or problems with social relations, which is in contrast to previous studies [9, 85] . It could be argued that the persons with TBI may have underestimated their social problems, but the substantial proportion of moderate TBI in our study may reduce the risk of underreporting problems due to problems with selfawareness [86] . Another possibility is that this measure may not be sensitive enough to pick up underlying relationship problems. However, the health care system in Norway provides early access to treatment and rehabilitation services, including family support interventions. Whether such access to early intervention may contribute to participants reporting less social problems compared to findings from previous studies should be investigated further in future research. Nevertheless, our finding illustrates that the persons with TBI were less concerned about relationship problems compared to problems with regulating their emotions and behaviour, which suggests that this area is an important target in post-TBI rehabilitation.
Factors Associated with Self-Reported Executive, Behavioural, and Emotional Problems.
Our second aim was to explore the effects of demographic, injury-related, psychological, neuropsychological, and global outcome factors, as obtained in the postacute phase, on later self-reported problems. Firstly, we hypothesised that the measures of injury severity were associated with later long-term outcome. Extending previous studies, our results suggest that TAI plays a contributing role in the development of self-reported Internalizing problems (e.g., anxiety and depression) and behaviour regulation. This association persisted even after adjusting for early self-reported depressive symptoms. TAI is a microscopic strain injury of axons and blood vessels in different predilection locations of the brain, typically causing widespread damage often localized in frontotemporal and subcortical structures [87] , also affecting subcortical structures with frontal projections [3, 88] . The same neuropathological changes may also affect the development of mood disorders [52] . In combination with the unexpected findings that other measures of injury severity were not associated with later self-reported problems [39] , this suggests that the pathophysiological processes associated with TAI may have a distinct effect on later perceived problems with emotional and behavioural regulation as long as 2-5 years after injury. No previous study has investigated associations between long-term self-reported executive, emotional and behavioural function, and presence of TAI detected by clinical MRI in the early phase, and our findings suggest that neurological imaging in the early phase after TBI may aid in identifying persons at risk of poorer long-term outcome.
As hypothesised, we found that self-reported symptoms of depression within the first year after injury predicted later perceived overall problems with goal-directed cognitive and behavioural regulation, in addition to Externalizing and Internalizing problems. These findings support previous studies showing that emotional distress affects the extent of self-reported cognitive problems [29, 55] . However, adaptive problems in every-day life due to impairments after TBI in combination with the negative thinking typically experienced during depression [89] may contribute to the long-term self-reported depressive symptoms found in our study. This illustrates the importance of identifying, monitoring, and possibly treating depressive symptoms early in the course after TBI.
Further, younger age at injury predicted more selfreported Externalizing problems in the longer-term post-TBI, which is in accordance with previous studies that employed methods of retrospective assessment [12] or cluster analysis [26] . While we found that fewer years of education were associated with more self-reported problems with goaldirected cognitive and behavioural regulation, no association was found with self-reported aggressive behaviour. This is in contrast to other reports which have indicated that more years of education and higher socioeconomic status are associated with lesser endorsement of behavioural problems [26] . The aggressive behaviour in participants who were younger at the time of injury could be explained by the increased vulnerability to injury in rapidly developing brain areas [90] . The frontal lobe is still maturing during adolescence and young adulthood, rendering functions located therein (e.g., emotional and behavioural regulation) at increased risk following injury [91] . Furthermore, age was not associated with symptoms of depression, anxiety, or somatic complaints among individuals with TBI. Some have suggested the presence of distinct pathways and risk factors in the development of depression and anxiety as opposed to aggression [26] , and we speculate that our findings might be in line with this. Our results indicate a need for future research to examine the possible differences in long-term outcome for persons injured in adolescence compared to those sustaining a TBI in adulthood.
We hypothesised that both global function and neuropsychological performance within the first year after injury would be associated with outcome 2-5 years after TBI. As expected, reduced global outcome one year after injury was associated with more reported executive and Internalizing problems. Experiencing reduced global function, including less ability to resume social relationships or leisure activities, may lead to a negative self-image and the increased endorsement of problems. However, the reported executive problems may also reflect cognitive impairment caused by the injury. Contrary to what we hypothesised, we observed no association between performance-based measures of cognitive function three months after injury and later self-reported executive, emotional, and behavioural function. This is in contrast to other studies demonstrating associations between performance-based and self-reported measures of task monitoring and switching [29, 30] . The lack of convergence among the data may be explained by different modes of measurement [92] . Our findings support the notion that self-reported cognitive complaints are affected by emotional symptoms [21, 29, 93 ], compared to performance-based measures of executive function which as previous studies suggest are more closely linked to neural damage after TBI [21, 29, 47] . Taken together, this may suggest that performance-based executive function may better reflect the efficacy of processing (optimal performance) as supported by the underlying brain structure [19] , whereas self-reported executive function is rather related to adaptive functional changes in the brain [47, 48] , possibly developing over time as a consequence of the initial injury and/or cognitive problems. Given the multifaceted and complex nature of executive dysfunction after TBI, further validation of both performance-based and self-report measures of executive function is needed.
Clinical Implications.
By assessing self-reported executive, emotional, and behavioural long-term outcome, our study revealed that the persons with TBI experienced subjective problems that were not detected with, for instance, neuropsychological tests, illustrating the importance of including self-evaluation inventories in addition to tests. Our results indicate that detection of DAI on early MRI and assessment of self-reported symptoms of depression within the first year after injury can aid in identifying persons at risk of experiencing poorer executive, emotional, and behavioural longterm outcome. This can be used for more targeted and cost efficient rehabilitation. Furthermore, psychological and/or pharmaceutical interventions, with a focus on depressive symptomatology, may be helpful in reducing the long-term problems experienced by persons sustaining a TBI and lessen their overall symptom burden. In addition, the results suggest that age is a notable risk factor for development of aggressive behaviour, and initiating interventions targeting this should be part of the rehabilitation of adolescence sustaining TBI.
Study Limitations.
Our main aim was to explore longterm change in self-reported executive, emotional, and behavioural function after moderate and severe TBI sustained in adolescence as well as in adulthood, which also guided the development of the study design. The reliance on self-report forms may limit transferral to studies applying performancebased neuropsychological tests or diagnostic interviews and makes our study less optimal for exploring the validity of the BRIEF-A and ASR as proxies for cognitive function and psychiatric diagnoses. Performance-based measures were available for only the subgroup that consented to participate in both the neuropsychological study and the long-term follow-up study. Due to this design, the findings should be interpreted with caution.
Conclusion
Persons with moderate and severe TBI reported significantly more pronounced difficulties in aspects of executive functions related to attentional control, working memory, and emotional regulation, as well as emotional and behavioural problems related to symptoms of depression, anxiety, and aggressive behaviour 2-5 years after injury compared to healthy controls. Both the presence of TAI on early MRI and reported symptoms of depression during the first year after injury were important predictors of later self-reported executive, emotional, and behavioural problems. Our findings indicate that demographic, neuropathological, and psychological factors all influence the development of self-reported executive, emotional, and behavioural problems for years after TBI. Our study highlights that early radiological and broad psychological evaluations may give clues as to which patients may be at risk for poorer long-term outcome. In summary, this study yields new information to guide the clinical management of TBI survivors and provides groundwork for additional clinical research regarding the long-term consequences of TBI.
